Digital Display of Endotracheal Tube Cuff Pressures Made Simple
To the Editor:-There are many situations in which monitoring endotracheal tube cuff pressure is desirable. A number of devices have been developed to allow such monitoring. However, one may obtain a continuous digital display of endotracheal tube cuff pressure in the operating room (OR) or intensive care unit using readily available equipment. An ordinary (usually disposable) air-filled pressure transducer is first connected to a pressure channel of an OR monitor, set to zero, and then hooked up to the pilot balloon/cuff inflation line of the endotracheal tubc v i a a stopcock. A 10-mL syringe inserted in the other port of the same stopcock allows air to be added or removed from the cuff as needed. Finally, a male plug (=dead-ender") is placed in the remaining port of the pressure transducer to seal the system (ordinarily this port is hooked up to a high-pressure fluid source to make a flush system).
This concept was tested with satisfactory results in 10 cases using a Baxter (Deerfield. IL) disposable pressure ti-ansducer in conjunction with the Datex (Instmmentarium Oy; lnstmmed, Intrumentarium, Finland) AS/3 OR monitor. However, it can be implemented on any modern OR monitor. Because one pressure transducer can be used for many cases, the system is remarkably inexpensive. If desired, the endotracheal tube cuff pressure waveform can be displayed on the OR monitor or entered into an automatic charting system. When processed appropriately, this signal may yield information related to respiratory timing and other matters. Maryland Hospital, Stanford University Hospital, and Johns Hopkins Hospital) were retrospectively reviewed. A total of 300 patients received OLTs from July 1993, to Febrnary 1998. Intraoperative erythrocyte requirements, including cell-swer units, were totaled. The patients were then stratified according to the categories: less than 20 LI, 21-40 U, 41-60 U, 61-80 U, and more than 80 U. The 72-h postoperative mortality was determined for each category. The OLT procedure was performed in the traditional fashion with caval occlusion and excision. Venovenous bypass was used in a selective fdshion as determined by the patient's hemodynamic response to a 2-min trial of portdl and caval clamping.
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The majority of patients (73%) received less than 20 U of blood during OLT ( fig. 1) . Fifteen percent of patients received 21-40 U of blood. Perioperative mortality increased in a highly significant fashion among the five categories of blood usage (P < 0.0001, chi- 
